
Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER 
REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the 
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date 
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page 1  of      

315511 10/29/2025

Careone at Hanover Township 101 Whippany Road
Whippany, NJ 07981

F 0694

Level of Harm - Actual harm

Residents Affected - Few

Provide for the safe, appropriate administration of IV fluids for a resident when needed.

(continued on next page)

315511 2

02/05/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

315511 10/29/2025

Careone at Hanover Township 101 Whippany Road
Whippany, NJ 07981

F 0694

Level of Harm - Actual harm

Residents Affected - Few

Complaint # 2569488 Based on interviews, record reviews, and facility policy reviews, it was determined that 
the facility failed to obtain a physician's order to ensure consistent provision of a customized Total Parenteral 
Nutrition (TPN; a unique mix of proteins, carbohydrates, fats, vitamins, minerals, and fluids delivered 
intravenously (IV; delivered directly into the bloodstream through a vein) for 48 hours which included 50 
milliequivalents (meq) of Potassium Chloride (KCl), as well as interruption of the TPN (greater than 12 hours 
of missed hydration) which resulted in Resident #1's hospitalization for electrolyte abnormalities, that 
included severe hypokalemia (low potassium level), metabolic alkalosis (caused by volume depletion) and 
acute kidney injury. This deficient practice was identified for 1 of 2 residents (Resident #1) reviewed for 
parenteral fluid administration and was evidenced by the following: Reference: According to the 
manufacturer's specifications for Potassium Chloride injection under Clinical Pharmacology included that 
Potassium is concerned with maintenance of body fluid composition and electrolyte balance. It is critical in 
the regulation of nerve conduction and muscle contraction, particularly in the heart. The kidney does not 
conserve potassium well so that during fasting, or in patients on a potassium-free diet, potassium loss from 
the body continues resulting in potassium depletion. On 10/29/25, the surveyor reviewed the closed medical 
record for Resident #1. A review of the admission Record face sheet (an admission summary) reflected the 
resident was re-admitted to the facility with diagnoses which included; dysphagia (difficulty or discomfort 
when swallowing food or liquids), unspecified protein calorie malnutrition and secondary malignant neoplasm 
of retroperitoneum (cancer has spread to the tissues behind the abdominal lining or peritoneum from primary 
cancer source). A review of the most recent Minimum Data Set (MDS), an assessment tool dated 7/17/25, 
reflected that the resident had a Brief Interview for Mental Status (BIMS) score of 14 out of 15, which 
indicated an intact cognition. Further review in Section GG Functional Abilities upon admission reflected that 
the resident required set up or clean-up assistance for eating. A review of Section K Swallowing/Nutritional 
Status reflected that the resident complained of difficulty or pain with swallowing and received 51% or more 
of their total calories daily through a parenteral IV (method of administration that bypasses the digestive 
system through an injection or infusion), or tube feeding (TF) and received 501 milliliters (ml) a day or more 
of fluids via an IV or TF.A review of the facility provided individualized person-centered Care Plan (CP) 
reflected a focus on nutritional status which included TPN, dated 10/11/23, and was last revised on 8/30/25. 
Interventions included total parenteral nutrition [TPN] per physician orders, initiated on 8/3/25. A review of 
the Order Recap Report from 7/1/25 to 7/30/25, included the following physician's orders (PO):TPN 
(Customized Solution) additional electrolytes [to be administered at a rate of] 107.14 ml/hour (hr) IV in the 
evening for multi-nutrition. Additional electrolytes included Sodium Phosphate 26.7 meq, Potassium (K) 50 
meq, Calcium Gluconate (Ca) 6 meq, Sodium Acetate (Na Acetate) 60 meq, Magnesium Sulfate (Mg) 8 meq, 
Zinc Sulfate 5 milligrams (mg)/ml and multivitamin 10 ml. The PO was started on 7/12/25 at 6:00 PM and 
discontinued on 7/22/25 at 11:10 AM. The administration time was scheduled at 6:00 PM.A review of the 
electronic Medication Administration Record (MAR) for July 2025, revealed the customized TPN was not 
administered from 7/18/25 to 7/22/25 and had a documentation of 9 which indicated to refer to the Nurse's 
Progress Notes (NPN).A review of the corresponding NPN from 7/18/25 to 7/21/25 reflected only one (1) 
documentation on 7/19/25, which revealed the customized TPN was unavailable, the remainder of the 
nurses failed to document the reason for missed administration.A review of the physician's progress notes 
(PN) dated 7/15/25 at 9:41 PM, included that the TPN order could not be found in the chart, a discussion was 
had with the nursing staff to contact the hospital and obtain an updated TPN order from the metabolic 
physician. No further documentation was found in the NPN that the metabolic physician was contacted by 
nursing from 7/15/25 to 7/18/25, for an updated order of the TPN that resulted in the resident not receiving a 
customized TPN (that included K 50 meq) from 7/18/25 to 7/19/25.A review of the physician PN dated 
7/19/25 at 9:51 PM, reflected that a TPN order from the metabolic physician was not obtained by the nurses, 
and that the pharmacy had not received an order for the customized TPN from the metabolic physician. The 
facility's physician documented a one-time order of IV saline to be administered to Resident #1 for that day, 
and an order of Clinimix-E (ready-made TPN formula with electrolytes) was sent to the pharmacy with a 
request for immediate delivery.Further review of the MAR reflected a PO for Dextrose - Sodium Chloride 
(NaCl; used for hydration) 5-0.9% IV was ordered on 7/18/25 and to be administered on 7/18/25 at 11:30 
PM. A review of the corresponding NPN indicated the order was administered on 7/19/25 at 7:53AM, 
reflecting that the resident did not receive their customized TPN on 7/18/25 at 6:00 PM and had no hydration 
for greater than 12 hours.Additionally, the MAR reflected a new PO for Clinimix /Dextrose 4.25/10 IV solution 
(Clinimix; ready-made TPN with a blend of amino acids and dextrose without electrolytes) ordered on 
7/20/25 at 6:00 PM with an end date 7/23/25. The nurses documented administration of Clinimix from 
7/20/25 to 7/22/25.A review of the laboratory results (lab(s); medical procedure that involves testing a sample 
of blood, urine or other substances from the body) reflected the following:-on 7/14/25 lab results included 
[normal] K level of 3.4 [mMOL/L; normal reference range: 3.4 - 5.3].-on 7/21/25 lab results included critically 
low K level of 2.3 mMOL/L.-on 7/22/25 lab results included critically low K level of 2.5 mMOL/L.A review of 
the NPN dated 7/21/25 at 9:56 PM, reflected that the lab results were reviewed with the physician and was 
faxed to the metabolic physician. The nurse received a stat (immediate) order for an electrocardiogram 
(EKG; a medical test that records the electrical activity of the heart and detects abnormal heart rhythm). On 
7/22/25 at 2:04 PM, the NPN reflected that the EKG was not completed due to interference, the physician 
was made aware, who then provided an order for another stat lab order. On 7/22/25 at 2:10 PM, the NPN 
reflected that the Resident #1's weight could not be obtained due to a malfunction of the Hoyer lift (a patient 
lift used to safely transfer individuals who cannot bear their own weight). At 10:31 PM, a PO was received for 
D5NS to be administered at a rate of 75 mL/hr. (5% Dextrose in Normal Saline; IV solution, and serves as a 
source of water, electrolytes, calories, and for hydration, particularly in critical care situations).According to 
the physician PN, dated 7/22/25 at 6:34 PM, Resident #1 was seen earlier that day, was examined, and was 
found to be hypokalemic. Additionally, the EKG ordered was unsatisfactory due to artifact and misplaced 
leads. The resident reported fatigue with a headache, intermittent nausea without vomiting, no shortness of 
breath or chest pain. The physician also documented that the resident and family requested not to be sent 
out to the emergency department (ED).According to the NPN dated 7/23/25 at 7:48 AM, the critical lab 
results were drawn on 7/22/25 at 3:35 PM, received by the lab on 7/22/25 at 11:59 PM, and first reported to 
the facility on 7/23/25 and sent to the physician. On 7/23/25 at 10:08 AM, the NPN documented, Resident #1 
was sent to the ED by the physician, due to critical lab values and the patient representative was informed.A 
review of the hospital admission record dated 7/23/25, reflected Resident #1 was evaluated for low 
potassium levels and elevated kidney function tests. As part of the evaluation on 7/23/25, an EKG was 
obtained, and the same day result reflected a diagnosis of sinus tachycardia (fast heartbeat) and QTc 
prolongation (time for the heart to contract and relax) . Further review of the record revealed the resident was 
re-admitted to the hospital with acute kidney injury, electrolyte abnormalities, including severe hypokalemia 
(low potassium level) and metabolic alkalosis (caused by volume depletion).On 10/29/25 at 10:25 AM, during 
an interview with the surveyor, the License Practical Nurse (LPN #1) stated she recalled the resident and the 
administration of the TPN occurred on the 3:00 PM to 11:00 PM shift. LPN #1 stated that the TPN orders 
were obtained, implemented, and sent to the pharmacy by the Director of Nursing (DON). LPN #1 also stated 
that part of her role was to make sure the order was placed into the electronic medical record and the TPN 
received, matched the order and any discrepancies found, were reported to the DON.On 10/29/25 at 10:51 
AM, during an interview with the surveyor, LPN #2 stated that she was able to administer TPNs, but did not 
handle the ordering. At that time, LPN #2 recalled Resident #1 who did not receive their TPN during her shift 
due to a miscommunication. The LPN stated that she knew the TPN was unavailable, the nursing supervisor 
was also made aware, and the physician was also aware that an updated prescription was required by the 
pharmacy. LPN #2 could not describe the steps taken by nursing to obtain the customized TPN prescription 
and reiterated that the nursing supervisor was aware that an order from the metabolic physician was required.
On 10/29/25 at 11:33 AM, during an interview with the surveyor, the DON stated that she was on vacation 
during Resident #1's stay, but had approved the admission into the facility. The DON stated that there was a 
disconnect with the order duration with the pharmacy. The customized TPN order sent to the pharmacy 
covered the resident only through the 15th of July and a new order had to be obtained from the metabolic 
physician. The DON stated the expectation was that the Assistant Director of Nursing (ADON), and 
supervising nurses would have handled and/or followed up on obtaining an order for Resident #1's 
customized TPN that included 50 meq of K and confirmed that the NPN did not reflect that a follow up was 
made. The DON acknowledged and confirmed that the nurses should have followed up and obtained an 
order for Resident #1's TPN to ensure against interruption in administration.On 10/29/25 at 12:20 PM, during 
an interview with the surveyor, the Registered Dietician (RD) stated she was covering that day for the 
facility's RD. The RD stated she was familiar with the Clinimix and Clinimix- E. The RD stated that the 
Clinimix 4.25/10 did not contain electrolytes while the Clinimix-E 4.25/10 included electrolytes such as 
Potassium (K). At that time, the RD could not determine how much K, the resident received when the MAR 
reflected Clinmix was the TPN administered.On 10/29/25 at 1:08 PM, the RD provided documentation from 
the pharmacy that the TPN ordered and sent to the facility was Clinimix E- that contained electrolytes and 
not what was on the MAR. Clinimix that did not contain electrolytes was signed as ordered and administered. 
At that time, the RD stated that their electronic Medical Record system did not have Clinimix-E as a choice. 
The RD acknowledged that the PO placed with the pharmacy should have matched the MAR.On 10/29/25 at 
3:33 PM, during an interview with the surveyor, the DON stated that she had conducted her own 
investigation surrounding Resident #1's TPN and found that the resident had no hydration for 12 hours 
during an unplanned interruption, from 7/18/25 at 6:00 PM to 7/19/25 at 7:57 AM and missed two (2) 
administrations of a customized TPN that included 50 meq of K for each administration, from 7/18/25 to 
7/19/25. The DON stated that low potassium could lead to confusion, electrolyte imbalance and cardiac 
arrest. The DON confirmed the resident was sent out to the hospital for critical labs.A review of the provided 
facility policy Parenteral Nutrition [PN], dated/revised June 2025, included that a provider's order was 
necessary for this treatment, a resident had to be started in the hospital and to avoid unplanned interruptions 
of PN.A review of the provided facility policy, Medication Orders, dated/revised November 2014, included 
that when recording orders for intravenous solutions, orders must specify the type of solution. NJAC 8:39-27.
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